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This report is the resuit of an unannounced !
Abbreviated Complaint Survey conducted at Leon
Sufiivan Health Care on 10/31/13, 11/5/13,
B3 Asample of 7 current residents from a _
tolal census of 144 was selected for review. The f
sample included 4 closed records. ‘

The survey was conducted by: ' J
MN, RN, Complaint Investigator

Compiaints investigated include:
#2888372; 2889334; 2890829, 2891059 _ ;
2895027, 2894983; 2899307

§
—
=L

Lk

The survey team is from:

Department of Sccial and Health Services
Aging and Long Term Support Administration
Residential Care Services, District 2, Unit D * :
20425 72nd Avenue South, Suite 400
; Kent, Washingten 98032-2388

' Telephaone: (253)234-6000 _k
Fax, (253)385-5071 Daprgin .
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Any defif:éer}c:f statzment ending with an asterisk {*) denotes a deficiency which the mstitution may ba ex\cﬁxsi@d from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing hoemes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of corregiion js provided. For nursing homes, the above findings and plans of correction are disclosabie 14

days following the date these documents are made available to the facility. |f deficiencies are cited, an appraved pian of correction is requisite to continued
program participation,
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court of law against an employee, which would

! misappropriation of resident property are reported
| immediately to the administrator of the facility and

prevent further potential abuse while the
| investigation is in progress,

- The resits of all investigations must be reported
"to the administrator or his designated

ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law, or have
had a finding entered info the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a

indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
of licensing authorities,

The facility must ensure that all alleged viclations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and

to other officials in accordance with State law
through established procedures (ncluding to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must

representative and to other officials in accordance |
with State faw {including to the State survey and

- certification agency) within 5 working days of the

incigent, and if the alieged violation is verified
appropriate corrective action must be taken.
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F 225 | 483.13(c){1)(i)-iil), (c)(2) - (4) F2250 |
sS=0 | INVESTIGATE/REPORT

t is the policy of Leon Sullivan Health Care !

Center o proteci residents and
employees from abuse of any kind,
investigate actual or poiential abuses
thoroughly and report to the appropriate
departments in a timeky manner, The
facility has a “zero” tolerance for abuses.

Actions Taken for the alleged abuse !
reperied by the resident involved, i

1.

The atleged Perpetrator (NAC) was
suspended pending the investigation.
10-01-2013

The Resident this NAC cared for was
assessed and placed on alert charting
for possible physical or psychological
harm. No ¢concerns or change in :
condition were identified. 10-01-2013
Physician, family, SPD, Hotline and
Administrator were notified of the ‘
incident. 10-01-2013 1
Incident investigation was completed
by the resident care manager and
filed 310-05-2013. Investigation report
is available upon request.

Staff 4, ) and K have been in-serviced
on abuses and abuse reporting
policies and procedures-11-22-2013

Measures taken to ensure solutions to
this incident are sustained and
recurrence prevented.
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- to the hotline as directed by the information
printed on the back of her name badge.

According to Staff H, she did not call the hotline
because a) she did not see the abuse, b) at that
time it was the resident's word against staff, )

]
in every other payday paychecks. This _"’

is usually on the 25% of each month.

The need for further training is
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This REQUIREMENT is not met as evidenced ;
by: Because alt residents are potentially }
Based on obsgarvati.on, interview and recor’q affected by this cited deficiency, for !
review the facility fail_ed to ensure an aiiggation of resident #4 and all, under the direction of
abuse was reported immediately according to Social Services Direct W stasf will be ine
i state law and did not initiate an investigation untii | ; GCE‘? Brvices Directar, all stast will be in i
5 days after the report for 1 of 3 allegations of serviced on: .
resident abuse reviewed from a census of 144, dab ) lici
This placed all 144 residents at risk for further L. Abuses and abuse reporting policies 5
potential abuse. and procedures on 12-10-2013.
-
Findings inciude: 2. The importance of checking criminal 3 L~ % %
background prior to hiring employees. ,
Record review found Resident #4 was tast N ) U R
admitted to the facilijIlF1 3 with multiple | 3. Culturally in-appropriate comments  id-"
medical condifions resulting in difficuity walking. | (iokes) '
Resident #4's minimum data set (MDS) . . i ;\Jé 2
assessment dated 9/9/13 identified the resident 4. Potential consequences of failure to N
had moderate cognitive impairment and required report abuses to the concerned '
limited one person assistance with most activities departments and individuals in a timely
of daily fiving. manner. The facility believes that failure
On interview 11/5/13 at 1155 a m. Staff H stated to "eTJO’"'t abuses immediately to the.a
Resident #4's reported the following events to her appropriate department can resuliin
on Thursday 9/26/13: Staff J called her physical and psychological harm and fine. |
| derogatory names "blackie” and "pinky” for o |
| several weeks. Resident #4 asked Staff J to call Monitoring
: her by her given name, but he continued to use [ . d
[ the derogatory names. Staff J hit her cn the § 1. Resident Care managers/ department
 shoulder, : heads are responsible for training
; their employees as a group or on- one
. Staff H stated she identified the resident's report - on-one bases,
- &s abuse and loid her supervisor Staff K right 2. Quizzes related to abuses and abuse ,
away. 3taff H identified she should report abuse . . . "k
reporting procedures will be included g5 W
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sometimes residents say things. Staff M stated determined hased on the results of
she assurned Staff K waould go and talk to : these quizzes. g

Res&de'ant #4 but this ‘.*'d.”m happen. An 3. DON reviews all concerns and
investigation was not inftisted by anyone at the !

facility. According to Staff H when she found out Incident reports daily to ensure ol
no one talked to Resident #4 about the policies and procedures are followed WA G217
allegations, she immediately tcld Staff £ (social and sustained. On weekends, the !

worker), who initiated the investigation on 10/4/13 ¢ DON monitors incidents by phone.

(5 days after the initiai report). Compliance is reviewed in & Quarterly CQl

Staff K is the Staff Development coordinator for meetings for further recommendation, !

the facility, responsible to teach all staff the law !
and facility policy on abuse reporting. Staff K was F281
on leave and not available for interview, 28

L ‘ il i 5 wi lity of
Facility incident report (IR) review found on Providing residents with uality o

. . s |
1071113 the faciiity initfated investigation including | services according to professional ‘
suspension of Staff J pending investigation | standard of care is one of Leon Sullivan
campletion. Timecard raview found that Staff J | Heaith Care Center’s policies.
worked 4 days from 9/28 to 10/1/13 (9/28, 9/27, ?
Y28, 9/29). Failure to initiate investigation when Immediate Actions taken in responseto |
Jnitially reported rasulted in further exposure of the identified deficiency.

residents to potential abuse.
1. Resident was placed on 24-our alert
Observation 11/6/13 at 12:55 p.m, found Resident charting for observation

#4 seated in a wheelchair in her room. The
resident repeated her statement about Staff J
hitting her shoulder and calling her "hlackie” and

2. Skin assessment conducted
3. Family and physicians were notified of

"pinky". Staff J said that she told Staff H about it the incident and delay in removing

' but nothing happened until Staff & and B (resident suiures,

~care manager) taiked to her. Resident #4 said . 4. Order to remove the sutures obtained
- she was fing at the facility as long as staff cail her | 5. Sutures above the (R) eye were

by her given name. removed- skin intact, no s/s of infectious

" Failure to report and respond io alleged abuse process noted. Vital signs were within

resuited in delayed investigation and exposure of . normal limits.
residents to potentiat abuse. : . 6. Staff A and N were in-serviced on the

;. importance of carrying cut physicians

i

1
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| This REQUIREMENT is not met as evidenced

i by

Based on observation, interview and record
review ihe facility faited to implement a functional
system to ensure all doctor orders are processed
and foliowed. One of 8 sample residents (#1)
reviewed for care from a census of 144, should
have had sutures removed from an eye
laceration and this procadure was not done. This
| resulted in sutures remaining place for 20 days
langer than prescribed.

Findings include; |

' Observation 10/31/13 at 4:00 p.m. and 11/5/13 at
| 12:30 p.m. noted Resident #1 had sufures in
! place over the -eye.

E Medicat Record review found Resident #1
J recewved 5 stitches just above the right eye on

| 10/11/13 after sustaining a cut after a fal
| Discharge instructions from the hospital included
- "Please see you primary care provider in 5 & days
' to remove the 5 sutures in your laceratio

There was no evidence in the resident record that
this order was processed,

Review of treatment records and progress notes |
_no documentation in the resident's record as to
when the stitches were placed, or If they needed

i removal or were scheduled for removal.

Ao SUBBARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION : 6y
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFiX (EACH CORRECTIVE AGTION SHOULD BE ECOMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION] LTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
F 281 Contin ro e .
c ued F Qm page 4 ) F 281 281 continued
F 281 48320(%(}(_3)(1) SERVICES PROVIDED MEET F 281 orders and follow up with
$8=0] PROFESSIONAL STANDARDS . .
‘ recommendations from clinical
The services provided or arranged by the facility appointments and consultants in a timely
must meet professional standards of quality, manner. 11/6/2013,
Measures taken to ensure solutions to

the identified deficiency are sustained
and recurrence pravented,

All residents are potentiafly affected by
ihe cited deficiency

Unrder the direction of DON, all LNS will be
in-serviced on:

1.The importance of reviewing lea-! o
recommendations from all internal ;
departments, notifying primary physicians .

of outside clinic appointments and |

consuitants’ recommendations ,

immediately. ;e T
2. Head- to-Toe assessment, interviewing (4707
residents, listening to their concerns and

documenting findings in medical records

and foliow up.

3. On potential consequences of delay in = {7 2 - [ = i_

processing physicians’ orders as with i
resident#iInfection can be one of the
potential Consequences of not removing %
suture as ordered.

improving system

The facllity will Place two folders on each
unit, One for yeliow copies of physicians
order and the other for all
recommendation from other
departments/hospitals. The RCMS will
check both folders every day to ensure
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- provide the necessary care and services o attain

Continued From page 5

Nursing staff documented weekly skin checks on
Tuesday evenings. On 10/22/13 and 10/29/13
stalf documented - (no skin issues). There was
no documentation of wound size/character or
depth anywhere in the record,

On interview 11/6/13 at 8:30 a.m. Staff A (resident |
care manages) said that facility nursing staff
missed monitoring Resident #1's wound and did
not schedule removal of the sutures because
ihere was not a good system to ensure this was
done.

The facility failled to implement a functional
system te ensure all doctor orders are processed
and followad. Resident #1 was in need of
sutures removal from an eye iaceration and this
procedura was not done.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility rmust

or maintain the highest practicabie physical,
mental, and psychosocial wel-being, in ;
accordance with the comprehensive assassment |
andg plan of care. '

This REQUIREMENT is not met as evidenced

by
! Based on observation, interview and record

review the facility failed to ensure 1 of 8 samgle

- residents {#1) reviewad for care from a census of
: 144 received wound monitoring and suture
- removal for a cut with sutures. This resulted in

1

F 281

F 309

281 continued

policies and procedures of processing
physicians’ orders are sustained.
Monitoring

1. Resident Care Managers will review all
physiclans order daily Monday-Friday. LNS
will be trained on how to review and
transcribe physiciarns’ orders s that they
can help on the weekends or as needed.
2. Any new orders or recommendations
that need to be processed in the future
such as removal of sutures will be placed
on the computer with a warning sign
attached as a reminder. The computer will
atert the LNS on/or before the due date.
3. Using the audit tools, the
DON/designee will review physicians’
orders guarterty and as needed 1o ensure
the process in piace is followed and
sustained,

Compliance will also be reviewed in a
quarterly CQl meeting.

309

Skinfwound care is one of the top
priorities in the facility. All wounds in the
facility- community or in-house acquired
are assessed and care planned for
immediately per house policy.
Immediate Actions taken in response to
the cited deficlency.

1. Skin assessment done and sutures were

removed by staff #N
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sutures staying in place for 20 days after removal !
was o be done. \ !
' Findings include: j
| |
Record review found Resident #1 was last
admitted to the facility 6/4/13 with medically
disabling conditions and Dementia. Resident #1's
quarterly minimum data set (MDS) assessment

| dated 10/9/13 identified the resident was able to

- walk independently and used a walker. Resident
#1's care plan identified the resident was at risk
for fails.

On obsetrvation 10/31/13, Resident #1 was lying
on his bed in his room. Sutures were observed
above the right eyebrow in the temple area.
Resident #1 pointed fo his sutures and said he
was imured in a fall. "! fall all the time" the last
time being a week ago.

On observation 11/5/13 at 12:30 p.m. Resident #1
was seated in the hallway ouiside the dining .
room. The stitches over Resident #1's right brow |
were still present. Resident #1 pointed to his :
stitches and said "They don't pay me no mind.” i

| Oninterview 11/5/13 at 12:35 Staff C {licensed |
- practical nurse) stated that she did not know !
anything about Resident #1's stitches, she would |
: have to look in the record. :

Review of Resident #1's record found no
documentation as to when the stifches were
placed, or if they needed removal or wers

: scheduled for removal. There was no

: documentation on treatment records Or prograss
notas that nursing staff was monitoring the wound |

: for healing :

2. Restdent was placed on alert charting
to monitor Suture site for possible
infection.

3. Direction to monitor (R) wound site
every shift added to the TAR.

4, Pain assessment was done and
documented.

5. See also F281 for immediate actions
taken related to this citation.

6. Staff A was verbally counseled by the
Administrator, 11-06-2013

Measures Taken to ensure solutions te
this citation are sustained and recurrence
prevented

Because all residents are potentially
affected by this identified deficiency,
under the direction of wound nurse, all
Nursing staff will be in serviced om

1. Skin assassment and wound care
policies and procedures

2. Processing physicians’ orders and
consultants’ recommendations

3. Inter/intra depariment
communications

4, Preventative skin care and care plans,
5. Importance of communicating with
residents and listening to their concerns,
6. Visual inspection and reporting changes
in residents skin Integrity or changes in
Conditions.

iii“f/V~/
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manner.

issues,

4. 107 will make rounds every Friday to
monitor skin issues and progress in wound

treatment.

Compliance will be monitored by the
Wound/skin nurse and discussed in a

C
505511 B WING — 11106/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE ZIF CODE
2611 SOUTH DEARBORN
LEON SULLIVAN HEALTH CARE CENTER
SEATTLE, WA 98144
e | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ey
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE b OCOMPLETHIN
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED 10 THE APBROPRIATE | Dars
DEFICIENTY)
309 Continued From page 7 F 309 F309 continued ;
System improvements I
Anincident report dated 10/11/13 included a 1. Al physicians’ orders and consultant Ao "%
medical record identifying the stitches were recommendations/referrals will be placed "* ¢ '
placed at the emergency department after the in the designated folders and be checked
! reside.nt wWas found S.chn in the commgnity. by the RCMS daily and processad
Dwe;taong included "Please see you primary care | accordingly with no delay,
provider in 5-6 days to remove the 5 sutures in 2. RCMIS/LNS 2 ible fi
L your laceration.” ‘ L. i are.responss e (.:)T Caning
§ the hospital or clinics and obtain
On interview 11/6/13 at 8:35 a.m. Staff A (resident | discharge summery or recommendations
care manager) stated Resident #1 returned (o the every time the resident comes back to the
facility after the sgtures were placad on Friday facility from appointment or following |
10/11/13. According to Staff A, there was not a procedures 1
geod system of communication to ensure the |<" ‘ ill be d il
directions were added to the treatment record for | 3. S i assessment will be done on a, ) ;
wound maenitoring and suture removal. According residents that return back to the facility
to Staff A, the original medical record from from dlinic appointments or following |
10/11/13 was removed from the nurse's station procedures. §
Zopy i the restdents fie. St Asane 0 ontorine
; T i 1. RCMS will audit daily charts of all TRV TR
assumed the stitches were dissolvable. i auarE ety A

residents that have been to clinics for
procedures to ensure orders or
recommendations are processed in a timely

2. NACs will report any change in skin

' condition or unusual chservation to the LNS
. on duty. This is an ongoing process.

3. Weekly skin checks on shower days can
be used as one way of monitoring skin

guarterly CQl meeting.
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